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Reply to the Editor:
In their letter Drs Giardini and Derrick
summarize the statistical analysis and the
findings of our article pertaining to the ef-
fect of ductal diameter in preterm babies
as diagnosed by means of echocardio-
graphic analysis and its relevance to the
choice of therapy and success rate for pat-
ent ductus arteriosus (PDA) closure. They
conclude that the current data do not indi-
cate a clear cutoff value as to selecting pa-
tients for primary surgical PDA closure. I
agree with their statement and am relieved
that they read the article so carefully be-
cause no such pretence is stated anywhere
in the text.
First, in the conclusions of the abstract, it
is stated that medical treatment is a valid first
option, but it is likely to fail with larger PDA
diameters and lower birth dates. Further-
more, ‘‘hospital stay might be shortened
by earlier surgical referral . index greater
than 9 mm2/kg.’’
In the conclusions of the Discussion sec-
tion, it is repeated that medical treatment is
the valid initial therapy in the absence of
contraindications to medication and hemo-
dynamic instability. ‘‘Patients with an index
of greater than 9 mm2/kg would probably
benefit from early direct surgical closure at
the end of any given medical protocol..’’
Statistical analysis of data, nomatter how
robust or clear-cut, which is not the case in
the present study and is clearly acknowl-
edged as such, cannot replace common sense
and good clinical judgment. We have not in-
troduced a new magical number by which
a binary decision process should be made,
thereby replacing medical treatment for
PDA closure in preterm babies. Rather an in-
dex is presented, which can serve as a guide-
line to clinicians dealing with these patients
to avoid undue delay in proposing and
undertaking surgical PDA ligation.1
Ali Dodge-Khatami, MD, PhD
Division of Congenital Heart Surgery
University Children’s Hospital
Zurich, Switzerland
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Letters to the EditorThe effect of ductal diameter on
surgical and medical closure of
patent ductus arteriosus in
preterm neonates
To the Editor:
We read with interest the article by Tschup-
pert and colleagues1 on the effect of ductal
diameter on surgical and medical closure
of patent ductus arteriosus (PDA) in preterm
neonates. The question that the study aims
to answer is quite relevant. Indeed, PDA is
a common and potentially lethal condition
in preterm neonates and is associated with
significant comorbidities and resource
use.2 Tschuppert and colleagues1 suggest
that PDA size can be used to predict patients
in whom medical management is likely to
fail to achieve hemodynamic irrelevance.
In particular, they suggest that patients
with PDA areas of greater than 9 mm2/kg
should be offered primary surgical closure
at the time of diagnosis.
We think some comments are worth re-
porting on the study.
It is known that there is an inverse asso-
ciation between PDA size and the rate of
closure after indomethacin administration
in premature infants.3 As a consequence,
a difference in PDA size between patients
who do and those who do not respond to
indomethacin would be expected. A sur-
prising result of the present study is that
the difference in PDA diameter in patients240 The Journal of Thoracic and Cardiovwho responded to medical treatment (2.4 6
0.6 mm) and those who did not respond to
medical management (2.8 6 0.9 mm) was
extremely low (116% or 0.4 mm). Even if
an average difference of 0.4 mm appears to
be significant (P 5 .006) in statistical
terms, we question how such a small differ-
ence can be clinically significant. This is
particularly relevant because the difference
in PDA size observed in the 2 groups
largely overlaps with the reproducibility er-
ror for repeated measurements of similar
cardiac structures by means of echocardi-
ography.
Concerning the proposed 9 mm2/kg cut-
off value, direct visual assessment of the fig-
ure provided suggests that no clear cutoff
exists to discern patients who can be man-
agedmedically and thosewhowill ultimately
require surgical intervention. Accordingly,
19 (49%) of 39 reported patients with
a PDA of larger than 9 mm2/kg actually re-
sponded to medical treatment alone and
would have been erroneously sent to surgical
intervention by using the proposed cutoff
value. Also, 27 (17%) of the 162 patients
with a PDA of smaller than 9 mm2/kg would
be erroneously considered medically man-
ageable, thus requiring delayed PDA surgi-
cal closure and longer intensive care unit
stay.
Overall, we think the present study indi-
cates that no clear cutoff exists to select
patients who should undergo primary surgi-
cal PDA closure.
Alessandro Giardini, MD
Graham Derrick, MD
Cardiothoracic Unit
Great Ormond Street Hospital for Children
London, United Kingdom
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